Generally it is characterised by fever, increasing weakness, anaemia with leucocytosis, renal symptoms and signs such as albuminuria, haematuria and hypertension, abdominal symptoms, polyneuritis, cardiac and respiratory symptoms. In actual practice the disease rarely follows a typical course, because one system may be more severely affected than any other, but the diagnosis should be suspected in a case with pyrexia of unknown origin, together with symptoms and signs suggesting a disseminated lesion, but affecting particularly the kidneys, gastrointestinal tract, and peripheral nervous system. The various aspects of polyarteritis nodosa have been recently reviewed by Nuzum and Nuzum (1954) .
The following two cases were reported because they re-emphasize the difficulty in diagnosis, the signs and symptoms being confined to relatively few systems. The histological findings showed the disease process to be confined to two systems only in one case and to one system (and possibly two) A few red blood corpuscles were seen on microscopic examination of urine. Blood urea was 80 mg.%. X-ray of chest revealed a roundish mass in the apex of right lung, raising the possibility of malignant disease.
His condition deteriorated and he had frequent loose stools. No pathogenic organisms were found in the stools. His sputum was faintly blood-stained. No tubercle bacilli were isolated. He died on 25th February 1949.
The main findings at post mortem were as follows :?? An acute enteritis involving the whole of the jejunum and ileum, and to a lesser extent the large bowel ; the process was most obvious in Peyer's patches, which showed extreme ulceration ; in fact the whole bowel wall appeared to be denuded of mucosa. A small perforation was present in the ileum. The heart showed extreme atherosclerosis with thrombosis in right coronary artery two centimetres from its origin. Examination of the lungs revealed a tuberculous nodule with cavitation filled with pus (the nodule 2 cm. in diameter). The kidneys showed small infarcts in the cortex. Histological examination revealed polyarteritis nodosa in intestines and kidney only.
Two cases of polyarteritis nodosa presenting with abdominal symptoms are described to illustrate the difficulty in diagnosis. A correct clinical diagnosis was not made in either case.
The original diagnosis in the first case was that of acute pyelonephritis and he was treated accordingly, but when he was readmitted with abdominal signs and symptoms and a purpuric rash, the possibility of drug sensitivity producing the clinical picture was considered. As his condition deteriorated rapidly, in spite of treatment with antibiotics, the possibility of an atypical disease such as polyarteritis nodosa was considered.
In the second case the renal symptoms and signs, together with the physical and radiological signs in the chest, raised the possibility of malignant renal disease, with secondary deposits in lung.
In both cases difficulty in diagnosis arose because the symptoms and signs were localised to one or two organs, and they serve to emphasize the need to consider the possibility of polyarteritis nodosa occurring in atypical form and affecting a single system.
